The oral manifestations of Crohn's disease have been known to precede, occur simultaneously with, or follow changes in the rest of the alimentary tractl and are not related to severity or extent of the disease. Hence, it is important to investigate patients with chronic mouth lesions for gastrointestinal disease2. We report the case of a child with orofacial Crohn's disease whose debilitating lesions responded well to treatment with total polymeric feeds.
CASE HISTORY
An 8-year-old girl was referred with a 2-year history of constipation associated with periumbilical abdominal pain, haematochezia and dyschezia. Anal fissures persisted despite adequate treatment of constipation. She also had a 1-year history of recurrent episodes of lip swelling, painful aphthous ulceration and gum swelling. These episodes recurred unrelated to diet or bowel symptoms and were not relieved by oral acyclovir. One week before presentation, her ankle, knee, wrist, elbow and temporomandibular joints were swollen and tender. She had no associated rashes or fever. On examination, both height and weight were on the 50th centile. She had no lymphadenopathy. Her lower face looked full and both upper and lower lips were swollen. There was marked gingival hypertrophy with aphthous ulceration of her gums and buccal mucosa (Figure 1 ). Her ankles were slightly swollen but mobility was not affected. Her abdomen was mildly tender and there were anterior and posterior anal fissures with skin tags in the perianal region.
Platelet count was 430 x 109/L and erythrocyte sedimentation rate 31 mm in the first hour. Haemoglobin, B 12, red cell folate, ferritin, C-reactive protein, plasma proteins, autoantibody profile and renal and liver function tests were normal. She had an isolated IgA deficiency. Cultures of throat swab, stool and urine were negative. A barium follow-through examination demonstrated bowel wall thickening and oedema of the terminal ileum with superficial ulceration. Colonoscopy showed scattered aphthous ulceration throughout the colon and in the terminal ileum. Microscopically, her large bowel contained a chronic inflammatory cell infiltrate in the lamina propria with formation of granulomata.
Nasogastric tube feeds of a polymeric milk formula (ALl 10, Nestle, Vevey, Switzerland) was started at a rate of 30 mL/h through a Kangaroo pump. This was later increased to provide her full caloric requirements of 1750 kcal/day. After 6 weeks of treatment, the gingival and buccal ulceration and lip swelling had resolved. At this point, mesalazine, 400 mg twice daily, was started and simple foods were reintroduced into the diet over 3 weeks. COMMENT The clinical entity of orofacial Crohn's disease has been thoroughly reviewed in terms of diagnostic characteristics, management and outcome3'4. In our case, the combination of recurrent oral swelling with aphthous ulceration and persistent anal fissures justified investigations to confirm or exclude inflammatory bowel disease. Management of these oral lesions is difficult. Elimination diets and immunosuppressive agents such as intralesional, topical and systemic corticosteroids, azathioprine and cyclosporin have been tried4. Whilst Nipple discharge in an adolescent girl is an unusual event.
Here we describe a case of bloodstained discharge in a teenager.
A girl aged 13 was referred with right breast pain and a persistent serosanguineous nipple discharge. Her medical history included insertion of grommets, tonsillectomy and correction of bat ear deformity. Physical, intellectual and pubertal development were normal for her age. The retroareolar area was very tender and there was fresh bloodstaining on the nipple. Full physical examination of the breast was not possible because of the patient's anxious state. Adequate ultrasound examination was precluded by tenderness but suggested an area of retroareolar sonic attenuation consistent with infection but no abscess cavity. The patient was started on an oral antibiotic but symptoms did not resolve. After one month, a detailed physical examination, with ultrasonography and fine needle aspiration biopsy of the breast, was done under general anaesthesia; on this occasion no abnormalities were found.
Because of the lack of a clear diagnosis and clinical deterioration the patient was admitted to the paediatric ward for assessment. A detailed social enquiry revealed several difficulties in the family dynamic including sibling rivalry and bullying at school. On the ward her behaviour was quite normal. During admission the bleeding halted and tenderness was less apparent if her attention was diverted before examination. Arrangements were made to discharge her home and she appeared initially keen; but the evening after discharge from the hospital the symptoms returned and she was readmitted. Subsequent psychiatric review revealed gross behavioural problems and outpatient followup was arranged.
Matters became worse when return to school was suggested, and the patient began to engage in more obvious acts of self abuse by cutting her legs and nipples with razor blades. She was admitted for urgent evaluation of abdominal pain, but no cause requiring surgical intervention was found. Eventually she was admitted for inpatient psychiatric management.
COMMENT In newborn babies, male and female, nipple discharge is said to relate to the persistence of maternal oestrogens causing breast enlargement and is a common eventl. A serous, nonbloody, discharge is not uncommon. Persistence beyond the neonatal period is unusual and an indication for further investigation. Infantile bloody nipple discharge is extremely rare but has been described both in girls and in boys2-8.
Symptoms may resolve spontaneously2'4'6 but excision is curative and the specimen shows the histological characteristics of adult mammary duct ectasia5'7 associated with blood-filled cysts.
Nipple bleeding in teenagers of either sex is a rare event but may be associated with papillary duct hyperplasia. Of 74 teenagers with papillary duct hyperplasia described from the Memorial Sloan Kettering Cancer Center9, New York, 85% Breast Unit, Department of Surgery, Queen Alexandra Hospital, Cosham P06 3LY, UK Correspondence to: Professor P M Perry
